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Significance of the Study
Assessment is important because of the special emphasis in
social work on factors which contribute to understanding the evolve-
ment and definition of problem situations, whether community, group
or individual. In order for these factors to be clarified, an assess¬
ment must be made. For the purpose of this study, assessment is de¬
fined as the identification and evaluation of those socio-cultural and
individual factors in role performance which make for social dysfunction
as well as adequate social functioning.
There has been a wide recognition of the need for a conceptual scheme
or model to be used in practice as one attempts to understand the individu-
1
al. The kind of model or assessment referred to in this study involves
the construction of a symbolic record for reaching decisions. It may be
seen as "a way of stating a theory in relation to specific observations
rather than hypotheses . . . the model structures the problem. It states or
(demonstrates) what variables are expected to be involved." One explana¬
tion for the need of such a model is that "a system of classification or pro¬
blem entities would lay the groundwork for the construction of a network of
treatment approaches. These approaches might be related, in a broad manner,
1
Helen Perlman, "The Social Casework Method in Social Work Education,"
Social Service Review. Vol. XXXIII, No. 33 (1949).
2
Martin Loeb, "The Backdrop for Social Research," Social Science
Theory and Social Work Research, (New York, 1960), p. 4.
1
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to specific problem situations.”
In reviewing the literature, terms were observed which, though not
identical, have elements of assessment, namely, the identification and
evaluation of the problem. To Illustrate,
In casework, 'diagnosis' is often utilized. It is de¬
fined as 'a conclusion,' a picture, made up of all the
available facts fitted together within a particular frame
of reference for a particular purpose concerning itself
with social and psychological facts.^
In this definition, a conclusion or picture can be equated with the identi¬
fication of the problem; the studying of all available facts and fitting
them together within a particular frame of reference for a purpose can be
viewed as evaluation.
In another illustration, family diagnosis and treatment have become
3
important in the field of social work.
This concern does not displace the important concepts of
individual dynamics, but it actually adds other dimensions to
the assessment of the individual as he interacts with others.
In family diagnosis, consideration must be given to (1) the
specific stress that the family may be confronted with, (2)
the capacities and disturbances of individual members (3) the
nature of family interaction, and (4) the social goals of the
individual and the family at the particular stage of develop¬
ment and the influence of the culture and sub-culture.
The components of assessment are obvious in this statement. The viewpoint
^Shirley Hellenbrand, "Client Value Orientation: Implications for
Diagnosis and Treatment," Social Casework. XLII (April, 1961), p. 242.
^Leontine Young, "Diagnosis as a Creative Process," Social Casework.
XXXVII (June, 1956), p. 257.
O
Otto Poliak and Donald Brleland, "The Midwest Seminar on Family
Diagnosis." Social Casework. XLII (July, 1961), p. 319.
^Otto Poliak, "A Family Diagnosis Model," Social Service Review. XXXIV,
No. 1 (1960), pp. 19-26.
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of one expert who writes frequently on the subject indicated that there is
also a need for a family assessment model.^
Other terms that are utilized in social work which include components







Thus the variety of terms used in social work to describe the same process
also reflects the need for a theoretical frame of reference or model for
making an assessment of social functioning.
Purpose
The purpose of this study was to test a model for the assessment of
social functioning which was prepared by faculty members of the Human Growth
and Development Research Committee, Atlanta University School of Social
Work. More specifically, this study was designed to ascertain to what ex¬
tent there was correspondence between assessment information obtained by
the Veterans Administration Center, Dayton, Ohio, and the factors in the model.
Method of Procedure
The beginning phase of this study was undertaken by thirty-three
students of Atlanta University School of Social Work, Class of 1962. Dur¬
ing the svimmer of 1961, these students worked in committees and developed
the details of the purpose of the study, its method and scope, formulat¬
ed instructions, defined concepts and designed the scheduled used for
gathering the data. The other phases of this particular study - the
^Ibid.
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gathering of data, tabulation, and analysis of excerpts - were accomplish¬
ed by the writer during her six-month block field placement, September 5,
1961, through February 27, 1962, and the three weeks immediately following
this period.
The primary data for the study were obtained from the agency's records
dealing with the rendering of social services. Data were also taken from
the clinical medical records of the agency. The latter records were used
in an effort to complete or supplement information not found in the closed
social service records.
To allow ample time for the researcher to become sufficiently oriented
to the agency's policies and procedures, and to allow for a thorough exami¬
nation, the suggested sample number of records studied was limited to
twenty. This was based on the assimiptlon that this number of cases would
give an idea of the agency's current method of assessing social functioning.
In order for the data gathered to be characteristic of the agency's
present records, the study included records that were closed within a one-
year span (June 1, 1960 - May 31, 1961). This lessened the number of
records to be considered, and gave a sample of the way in which assessment
was currently being performed by the agency. Also the closed records were
out of the general vise by the agency; thus causing less interference with
agency functioning.
A pilot study was done by completing schedules on five closed records,
which was not included as part of the main study. This was done to familiar¬
ize the researcher with the method and procedures to be used in conducting
the actual study.
5
To select the sample of twenty records, set forth for this research,
the three student researchers from Atlanta University School of Social
Work, obtained from a numerical list of 1841 records, a random sample of
sixty (3 X 20) records. The 1841 records were randomized by employing
the formula: ^ ®*> the width of the sampling interval was obtain¬
ed by dividing the population by 60 which yielded a sample of sixty cases
at an interval of thirty.
A second scheme of randomization was employed for the students to
select the twenty-record sample for each student from the sixty cases
drawn from the population. The three researchers selected one of three
numbers (one, two, three); the writer selected number "two" and received
the second of every three cases, and as a matter of confidentiality, number¬
ed the schedules thusly, two, five, eight, etc.
The data from these records appropriate for the study were transferred
to the schedules in the form of excerpts. If there were questions as to
whether assessment was complete in a given record, the question was clari¬
fied by interviewing key personnel, such as the Chief, Social Work Service,
and the Assistant Chief, Social Work Service. Manuals and documents having
to do with the manner in which assessment of social functioning was being
done in the agency were reviewed. These sources were also used to obtain
general Information on assessment as performed in the agency.
The entire record was iised to gather data, i. e., face sheets, ad¬
mission cards, narrative simnnaries, letters from relatives, and information
from other agencies and disciplines. The records of all workers in the
agency were used, since the material found in records was representative of
6
how the agency assessed social functioning; therefore, in keeping with
the study, the status of the worker was not a factor.
Scope and Limitations
The data in this thesis represents material which describes assess¬
ment as carried out in the Veterans Administration Center, Dayton, Ohio,
during the one-year span, June 1, 1960 - May 31, 1961.
The study was limited to a sample of twenty records out of a popu¬
lation of 1841, about one per cent of the population. Ideally, this is
not an adequate sample for evaluating the agency's method of assessment.
Examination of the entire population by the three students would have been
an ideal method. The fact that the sample covered only a one-year span
and not a longer period diminished the adequacy of this research.
Factors of personal limitation, such as inexperience in the method
of research, lack of knowledge of the subtleties of the agency's method,
and lack of time also lessened the adequacy of this study. However, earnest
efforts were made to apply those research methods and skills which had been
internalized by the researcher; thus considering the above personal limita¬
tions, the material herein contained is correct to the estent of the writer's
understanding of human behavior.
CHAPTER II
THE HISTORICAL DEVELOPMENT OF THE CENTER
AND ITS SOCIAL WORK PROGRAM
This chapter will give the historical development of the Veterans
Administration Center, Dayton, Ohio, and its Social Work Program relative
to the services rendered to the veterans and to the method of assessing
what services are needed.
The Veterans and Their Need for Service
Veterans, as seen by the Veterans Administration, are young, middle-
aged or old men and women with the unique experience of some type of
service in some branch of the armed forces. The significant aspect of
this unique experience is its degree and intensity. Whether physical or
emotional, it represents a prolonged experience under extraordinary cir¬
cumstances and outside of the current of normal life.^
In the United States, limited and belated recognition was given to
the needs of the continental soldiers. From 1775-1782, we experienced
the War of the Revolution, and from 1812-1815, the War with Great Britian,
in addition to intermittent minor wars. Therefore, the country was litter¬
ed with maimed and destitute discharged soldiers, who had returned from
combat partially or totally disabled through two major and several lesser
wars. Many of these veterans presented problems to the population because
of their physical and mental disabilities 2ind inability to make a living.
^Jack H. Stipe, "Services to Veterans," Paper read at National
Conference of Social Work, San Francisco, California, April 16, 1947.
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Yet, as late as 1825, no hospital or medical treatment was available to
even the Revolutionary veterans, only some pensions of mean amounts,^
Then from 1846-1848, we experienced the Mexican War. Consequently, the
country had seen a multitude of discharged disabled veterans before a-
wakening occurred as to whose responsibility it was to care for them.
The Establishment of Soldiers' Home
and The Veterans Administration
The first home for old soldiers was established in 1851 in Washing¬
ton, but its services were limited to men of the regular Army. The Civil
War (1861-1865) led to the increased need of provisions for volunteer as
well as regular soldiers. At the close of the Civil War, hospitals and
soldiers’ homes were established in most of the loyal states. New York,
New Jersey, Pennsylvania, Michigan, Ohio and Indiana were among the first
states to offer everything, at that time, that medical skill, care and
comfort could suggest for the returned soldier. The gradual disappear¬
ance of state hospitals and soldier retreats resulted in the creation of
national homes on a more extended and substantial basis, offering benefits
2
to the soldiers of every loyal state.
The Homes Established by the Federal Government




George L. Cutton, The National Military Home - Dayton, Ohio (Dayton,
1951), p. 1
9
Asylums for Disabled Volunteer Soldiers and Seamen. This was one of the
last bills signed by President Abraham Lincoln. The first Asylum was the
Eastern Branch, established September 3, 1866, at Tongus, Maine; the second
was the Northwestern Branch, established December 7, 1866, at Milwaukee,
Wisconsin, and the third was the Central Branch, established April 11,
1867, at Dayton, Ohlo.^
The Establishment of Veterans Administration
In July, 1930, also by an act of Congress, the "Homes" were Incor¬
porated with other federal agencies operating In behalf of the veterans
to form the Veterans Administration. Prior to 1922, veterans were admitted
to Army and Navy hospitals and to private contract hospitals under the
Public Health Administration. In 1922, the Veterans Bureau was establish¬
ed, and the Public Health hospitals used for veterans' care were taken over
by the Bureau. Then, In 1930, the Veterans Bureau was combined with the
Bureau of Pensions and the National Hcmie for Disabled Volunteer Soldiers
2
to form the Veterans Administration.
Services offered by Veterans Administration are many and varied and
given within the confines of Its policies and regulations, as they relate
to the veterans' needs. Fortunately, there were a good many self-sufficient
veterans In the country with no great magnitude of problems upon their
shoulders. Unfortunately, the reverse Is true for some. For the latter,





and benefits for former members of the military and naval forces. It is
not an agency to end all veterans' agencies. It has not been authorized
or created to provide all contingencies of all veterans. Thus, the
Veterans Administration does provide space for various other veterans'
service organizations and refers to these organizations problems of
veterans which are not within its power to solve.
The important rights and benefits administered by the Veterans
Administration include compensation and pensions, vocational rehabilita¬
tion and education, readjustment (unemployment) allowances, guaranty of
loans and life insurance, and shelter for those who are not able to provide
same on the outside. In addition, there is a far-reaching and growing
program of medical care and treatment. Included in the latter program of
all Veterans Administrations stations is Social Work Services.^
The Veterans Administration Center - Dayton, Ohio
The evolution of the Dayton's Veterans Administration Center in re¬
lation to its name, structure and services is quite eventful. In 1867,
the original name of the station was the Central Branch of the National
Asylum for Disabled Volunteer Soldiers. Then in 1872, the title was official¬
ly changed to the National Home for Disabled Volunteer Soldiers. For the
longest period, it was simply known as the National Military Home. With the
advent of the Veterans Administration (1930) , the name of "Facility" was
adopted. On July 15, 1946, it was called the Veterans Administration Home,




Administration Center. The engraved name of "National Asylinn" can still
be seen on the outside wall of the Protestant Chapel.
The Asylum was situated on land with beautiful surroundings, includ¬
ing lakes and parks. Several land purchases resulted in the acquisition
of approximately 600 acres. Part of the land was allocated for a
cemetery, as well as hospitals, domiciliaries, chapels, power plants,
living quarters and other buildings. The first permanent building was a
brick and stone, 300«bed hospital, designed to treat old wounds and to
combat small-pox, rheumatism and consumption - the then prevalent diseases.
The first veterans to arrive at the Asylum in September, 1867, were 450
men from Chase, Ohio. A total of 1429 veterans were admitted the first
3
year.
Today, the Center is still located at its original site at the
western edge of Dayton and encompasses some of the most beautiful land¬
marks in the city. The tract has been decreased to 400 acres due to land
donation to the University of Dayton. There are eighty-one buildings of
4
predominantly brick construction, and its fifty-five acre cemetery lot
contains the remains of more than 20,000 veterans of the Mexican, Civil,
Indian, Spanish-American and World Wars.






Fact Sheet 15, Veterans Administration Center, Dayton, Ohio; Revised
May, 1961.
12
The Dayton Veterans Administration Center is the second largest in
Veterans Administration Services. The Domiciliary (The Home) has an
authorized capacity of 1600 beds, which includes eighty-seven beds re¬
served for female veterans. There are two hospitals with a bed capacity
of 820: Brown General Hospital, built in 1931, has 638 beds and is a
medical and surgical hospital with neuropsychiatric and tuberculosis units
and Patrick Hospital, built in 1940 as a Domiciliary and converted into a
hospital in 1948, has a bed capacity of 182 and services chronically ill
veterans.^ The hospitals care for 5000 patients annually. The Dayton
Home receives veterans from any place on proper accreditation but takes
them principally from Ohio, Indiana, West Virginia, Kentucky and Michi-
2
gan.
The Center is equipped with excellent medical facilities, including
modem surgical suites, clinics, a deep x-ray therapy unit, research and
clinical laboratories, and a medical library. The medical program is
affiliated with the College of Medicine of Ohio State University,
Columbus, Ohio, and has approved residency program in general surgery,
internal medicine, pathology, physical medicine, opthalmology, radiology,
3
urology, psychology and social work.
Chart 1, page 13, shows the organizational structure of the Dayton
Veterans Administration Center.
^Fact Sheet 15, ibid.
2
Cutton, op. clt. . p. 20.






The Center's Social Work Program
The Center, predominantly a medical setting, has until recently
used the term Medical Social Work in referring to its social vork program.
Therefore, the historical development of the profession of social work
and the specialized sequence, medical social work, relate to and will
serve as the basis for discussion of the Agency's current social work pro¬
gram.
Society's present overwhelming concern for the needy, including the
sick, is an outgrowth of the generous expressions of primitive people,
evidenced long before the Biblical injunction of almsgiving. However,
initiated nearly twenty centuries ago, the teachings of organized religion
later institutionalized and gave supernatural sanction to the sentiments
already expressed in the mores of these primitive people. Though alms¬
giving was unregulated, monastic orders gave food, clothing, shelter and
relief to the poor without interference from the State. However, due to
the intellectual, scientific and political effects of the Renaissance and
Industrial Revolution, the states exerted power over the church and elimi¬
nated their giving of alms.^ One of these states was England, to whom we
owe gratitude for early forms of organized state relief and the formal
beginning of social work. Social work, therefore, originated in the nine¬
teenth century as a protest against the states' method of dealing with
2
destitution.
^Arthur E. Pink, The Field of Social Work (New York, 1942), p. 94.
2
Helen Leland Wltmer, Social Work (New York, 1942), p. 127.
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Medical social work was also introduced in England, in 1895, as
a part of organized medical care and public health activities. Medical
social work in America was initiated in Boston, Masachusetts, in October,
1905, when two medical institutions - the Berkeley Infirmary and the
Massachusetts General Hospital - almost simultaneously and without mutual
understanding, staffed their hospitals with social workers. However, Dr.
JU-chard C. Cabot of the Massachusetts General Hospital is credited with
having shown more interest in the possibilities of the social worker’s
contribution to the total adjustment of the patient to his illness, and
toward ascertaining the social and emotional aspects preventing the
t , 1
patient s complete recovery.
The example set by Dr. Cabot was followed by other general hospitals,
and in 1918, the American Association of Hospital Social Workers was organi¬
zed. From such early steps, medical social work expanded, slowly at first,
and then with increased acceleration to almost a present complete coverage
2
of social services in all hospitals.
In reviewing the history of social work, specifically medical and
psychiatric, one sees, rather dramatically, the changing emphasis from the
external and environmental factors to the more deep-seated social and
emotional factors. Medical social work, as is true of other specializations
within the casework field, has responded to the domestic changes in
philosophy and practice within the present century. The early emphasis
Ibid.. p. 266.
2
Interview with Mrs. Marie K. Oswald, Chief, Social Work Services,
Veterans Administration Center, Dayton, Ohio (February 2, 1962).
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initiated by Dr. Cabot was upon investigating and changing the environ¬
ment, so as to effect as ideal a situation as possible in which the patient
was to live. This approach was replaced with the recognition of the emo¬
tional factors involved in illness and an exploration of the needs of the
patient in order to re-orient him to his illness in the light of his un¬
met needs. Still later, a newer trend focused the problem as being essen¬
tially the adjustment of an individual with an illness in a social situation.
"This new trend recognized the important role of environment, but included
within it the much larger area of social relationships.^ With the aid of
the psychoanalyst of the second period, not only was seen the impact which
the emotional, past experiences, etc., play in the individual behavior, but
2
also these related to other factors and to present situation.
The medical social work of today is not to be regarded
as a comprise of the first and second eras. Rather it is
to be considered as a progressive movement which has re¬
tained their contributions but fused them with a richer
service, a service stressing the essential dynamic of the
physician-worker-patient relationship and the greater
possibilities of realizing the patient's potentialities
within his particular social situation.^
Thus, medical social work has been shaped both by medicine euad
social practices, in addition to other disciplines and practices. Since
the early days, medicine, psychiatry, psychology, public health and all the
related fields have had an advance in methods. The new developments in
all of these fields, plus the further development in the field of social
1






casework, has made the latter's method of assessment much more accurate
and professional, as it has built upon its own knowledge and drawn from
other disciplines. In addition, the team concept in the last ten to
fifteen years, including the nurse, occupational therapist, physical
therapist, dietitian, etc., has aided the assessment in social work. Con¬
sequently, in recent years, development in medical social work has made an
attempt to shift the focus of attention from the disease or disability to
the patient himself.^
Early services and assessment of social functioning at the Veterans
Administration Center, Dayton, Ohio, was initiated by the American Red
Cross, which organization has been the forerunner in many areas of social
work. They assigned medical and psychiatric social workers to Army and
Navy hospitals to demonstrate to the military the need, and withdrew after
the services were approved and adopted. This service was sponsored by
the American National Red Cross and the workers were never a part of the
military personnel. In Dayton, their service in social work began in 1919,
while provisions for hospital care to veterans were still under the Public
Health Administration, and continued until 1928, when the Veteran's Bureau
adopted the services. The Veterans Administration had not yet been es¬
tablished. The American Red Cross services included social history-taking
for the doctors, writing letters to the veterans' families, and agencies,
helping the veterans file their claim for compensation, and helping the
men prepare to go home. This was considered a sort of rehabilitation-




After the establishment of Veterans Administration in 1930 and un¬
til 1945, there was no marked stimulation in medical social work services
until the newly appointed administrator, General Omar Bradley, initiated
a program to provide adequate social work services in all Veterans
Administration installations. The goal was to assist the veterans in
meeting those personal problems which might interfere with progress toward
health, rehabilitation and successful social adjustment. In 1957, Civil
Service requirements of all Veterans Administration Social Work Services
were set forth and standards were clarified. At this time, the term
Clinical Social Work was adopted, being considered a more generic term
and referring to the regional office, hospital, out-patient-clinic,
domiciliary or mental hygiene clinical workers.
Clinical social work was, therefore, made an integral part of medical
and domiciliary care, as the need for this service, by now, was widely ac¬
cepted. Physicians had discovered that illness is often precipitated,
intensified and prolonged by stresses and crises in man's personal life
and environment. These pressures, unless prevented or relieved, may ob¬
struct or even negate medical treatment, increase disablement and cause
relapses.
Clinical social work's general purpose was to contribute a skilled
appraisal of the sources and significance of the social, emotional and
1
Ibid. (February 2, 1962).
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economic complications of the veteran's disablement and to provide re¬
sources for reducing the force of their impact upon him as a sick or dis¬
abled individual. Hopefully, it also assured the development of social,
psychological and cultural circumstances as favorable as possible for
the veteran's sound future health and well being, by helping him to modi¬
fy those unfavorable influences. If modification was not possible, then
he was helped in the acceptance and endurance of them. These emphases
enriched the area of medicine by expediting good medical results and in¬
creasing its stability and permanency. These emphases were also intended
to help the disabled person to increase his peace of mind and harmonize
his life with the realities of his remaining capacities as well as his
disabilities. Such an outline required sound administration of the social
service program and a high standard of skilled service to individual
veterans.^
At the time of this study, social work services, as an integral part
of the medical program at the Dayton Veterans Administration Center, was
under the direction of qualified individuals who had had long experience
in this field. The Chief of Social Work Service was directly responsible
to the Chief of Staff. She was a member of the Center's Directors Staff
and also of the Professional Services Staff. She was assisted by an
Assistant Chief, who was also Coordinator of Student Casework Program.
There were seven full-time clinical social workers and one part-time
social worker on the staff: two were assigned to the General Medical and
Office of the Chief Medical Director, Veterans Administration, Program
Guide - Social Work Service (Washington, 1957), p. 1.
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Surgical Services; one was assigned to Admissions and Nursing Home Place¬
ment; one was assigned to Neuropsychiatric, Neurosurgical and Rehabili¬
tation Services; one assigned to the Tuberculosis Unit (part-time worker);
one assigned to the long-term illness hospital (Patrick) and two to the
Domiciliary. The workers assigned to General Medical and Surgical ser¬
vices supervised social work trainees and one of the clinical caseworkers
in the Domiciliary was a Casework Supervisor.
The clerical staff was composed of two secretaries - one to the
Chief of Service, and one to the Assistant Chief of Service. There was
also one t3^ist who was in charge of the files.
Chart 2, page 21, shows the Organizational Structure of Social Work
Services, Veterans Administration Center, Dayton, Ohio, at the time of
this study.
The Agency's Criteria and Method for the
Assessment of Social Functioning
A consistently high standard of casework service was one feature
of the medical treatment and domiciliary care of the veteran. In keeping
with his professional role, each social worker was required to ask himself
certain penetrating questions, which had medical, administrative and super-
vispry significance, and which constituted factors considered important in
the assessment of social functioning and in testing the Service's approach
to problem-solving. These questions were listed in the Veterans Adminis¬




V. A. Center, Dayton, Ohio
February 23, 1961
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used by the Dayton's V. A. Center:
a. What are the referral dates, source and reason?
b. What problems are seen by the referring source and
the veteran himself?
c. In relation to the veteran's illness, extent of
disability, and community adjustment:
(1) What significant characteristics does the
veteran show?
(a) How has he handled his life experiences in
his various stressful and supportive social
roles (son, husband, parent, neighbor, em¬
ployee, member of a social or religious group)?
(b) How does his illness affect his carrying out
these roles or influence his status in them?
(c) What are the veteran's attitudes and feelings
toward his Illness? What meaning has illness
for him and for important persons in his
family and other social groups; what signs are
found of the patient's or family's ability or
Inability to participate in and cooperate with
the medical regimen?
(2) What are the significant characteristics of the
family, groups, or persons on whom the veteran
depends, or who influence him?
(3) What personal and environmental, economic, and
cultural causes of stress and pressure exist?
What factors represent strengths on which to build?
(4) What features of the past and current situations
provide some basis for foreseeing probable future
developments?
(5) What public health significance does the situation
hold?
d. What are the medical-social or psychosocial problems as
the social worker sees them, i. e., the status of the veteran in
his social situation?e.What social treatment is planned in relation to the
23
social problems? What goals are sought?
f. What new knowledge or plans significant to social diag¬
nosis and treatment are developed out of conferences with the
case supervisor and the physician, or ward, board, or com¬
mittee meetings?
g. What techniques are used and what progress is made in
carrying out the plans? How is increased understanding of the
veteran or changed situations causing revision of plans? How is
the action timed in relation to the veteran's needs and the
action of other specialists?
h. What situation exists when the case is closed? What
foreseeable social and emotional factors may influence the
veteran's future health? Have necessary aftercare measures been
instituted through the VA or other agencies? Is a report-back
required for medical or research purposes, and has provision
been made to secure it?
i. What results have been achieved? How do they compare
with those expected or planned? Has the veteran's social situ¬
ation in its relation to his total health status been relieved,
improved, or worsened? What relationship did the social work
effort have to these changes?^
As can be seen, the assessment method was quite a detailed process
and involved the knowledge, skills and judgment of diagnosticians from
several disciplines and professions, depending upon the area and extent of
the veteran's problem. Data were also secured from other V. A. installa¬
tions, community agencies and family members, the latter of which served
as Important resources pertinent to the veteran's pattern of role perform¬
ance and subsequent treatment for adequate social functioning.
At the outset, identifying information was secured upon admission by
the Admission Clerk, including admitting diagnosis. Based upon this diag¬




medical or mental diagnosis was more fully established, or if a domici¬
liary member, he was given a chance to demonstrate social adjustment.
The identifying Information was also placed on the Social Service Card,
Each social worker received these face cards for all new admissions to
her ward(s).
At the time of the referral, the major assessment cycle began, with
initial information obtained from the referral source. The Agency's
clinical and pre-existing social services record, if one was available,
was reviewed. In addition to the medical history contained therein, often
the clinical record provided information on the patient's daily social
behavior. The best possible source of data was, of course, the patient,
who was interviewed by the social worker. Other intra-agency practition¬
ers, including attending physician, physical therapist, psychiatrist, occu¬
pational therapist, psychologist, dietitian, etc., were contacted when
information in addition to that found in the clinical records was needed.
Medical and case stuffings also yielded pertinent information as did com¬
munity agencies, which provided data regarding assessment as well as sources
of treatment. While taking advantage of these resources, the social worker
was also helped by supervision in the diagnostic process toward plans for
social treatment.
CHAPTER III
DESCRIPTION AND ANALYSIS OF DATA
This chapter is designed to give a description and analysis of the
data gathered in the study of twenty cases as they relate to the way the
Agency assesses social functioning. The material was analyzed by apply¬
ing the following eight points: incidence of data, origin of data (by
whom data were secured), location of data in the record, source of data
(from whom data were obtained), breadth of data (nimiber of sources of
information), stage in agency contact when information was obtained,
person discussed in the excerpt, and the extent to which the material
was datvim, interpretation or both. In addition, the material was classi¬
fied according to the content of the data collected for the twenty-five
items listed on the schedule, substantiated by excerpts or explanation
in relation to the personality and socio-cultural factors herein contain¬
ed. It should be noted that even though a single incidence of datum
relative to a particular personality or socio-cultural factor is assumed
to be indicative of the agency's method of assessment, the number of
excerpts listed would add special significance to this fact, as in all
instances, if found, several excerpts were extracted. As a matter of
clarification, incidence of data refers to the number of cases (of the
sample of twenty cases) which had Information pertinent to a particular
category, and excerpts refer to the number of instances per case.
Personality Factors
Intellectual potential.—With respect to this item, data were
25
26
obtained in sixteen of the twenty cases studied, and a total of thirty-
nine excerpts were extracted. Information was obtained as follows;
twenty-six excerpts by the social worker, eleven by the psychiatrist,
one by the psychologist and one by the Regional Adjudication Officer. All
data were found in the narrative portion of the record. The source of
data for these excerpts included: observation or impression of the social
worker - twenty-one, of the psychiatrist - twelve, measurement - two,
statement from the patient or member - one, from the doctor - two, and the
adjudication officer - one. Nine cases yielded only one source of infor¬
mation, six cases had two sources, and one had three sources. In all
instances, the stage in agency contact when the information was obtained
was unknown, as this factor was not considered at the time of gathering
data. In all instances, the person discussed was the patient or member
(hereafter referred to as the patient). There were twenty-one instances
of data-only secured, eight of interpretation and ten of both data and
interpretation.
Of the sixteen cases and thirty-nine excerpts for which data were
obtained regarding intellectual potential, nine were classified in terms of
the veteran's level of performance (i. e., below average, average, border¬
line, normal and high), e. g., “Intellectually, he seemed to perform in
the normal range by simple tests;" eight in terms of fimctional capacity;
“He demonstrated illogical thinking and seemed confused ....;“ six in
relation to the legal aspect of competency; "Mr. J. was rated incompetent
and placed under the Institutional Award Plan;" four in terms of ability
to plan realistically - e. g., "He was able to realistically plan ahead;"
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four as to power to recall - e. g., "His memory is patchy for recent and
remote events and; four as to causes - e. g., "Diagnosis: chronic brain
syndrome."
It should be noted that due to several descriptive classifications
contained in one excerpt, there is no way to balance adequately the total
excerpts under the classification of content.
Basic thrust, drives and instincts.--In relation to this category,
seventeen incidences were noted. All of the data were secxured by the
agency's social worker and all of them were found in the narratives. Of
the thirty excerpts, the sources of data were: nineteen from the social
worker, nine from the patient, one from the patient's wife and one from
the nurse. In fifteen cases, the information was taken from one source;
in two cases, the number of sources was two. The patient was the only
person discussed but in all instances the time of agency's contact was un¬
known. There were eleven excerpts which contained data only, four of
interpretation and fifteen of both data and interpretations.
For this category, the following groupings evolved: twenty ex¬
cerpts relative to the veteran's positive or negative degree of self-
sufficiency - e. g., "He feels that domiciliary care will provide him a
place to live where he will be free of worry and financial matters," and
"The patient seems to have a great need to be independent . . . . ; four
of propensity for physical rehabilitation: "He is well motivated in his
desire to overcome his disability and responded favorably to the sugges¬
tion of vocational rehabilitation;" three of desire for affection:
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"specifically, he seemed to be interested in establishing some type of
relationship with his own siblings or persons near his own age group,"
and two of personal appearance; "He is reported by the nurse as being
very neat and clean."
Physical potential.—Twenty incidences of data were obtained for
this variable and thirty-seven excerpts. The social worker secured
thirty-four of these, the doctor - one, psychologist - one, and the adju¬
dication officer - one. Again, in all instances, the data were taken
from the narratives. The sources of excerpts: social worker - twenty-
six, the doctor - seven, the patient - two, measurement - one, and psychia¬
trist - one. Breadth of data: thirteen of one source, and seven of two
sources. Two of the excerpts were recorded during initial contact with
the patient and for the remaining thirty-five excerpts, the time of con¬
tact was unknown. The patient was the only person discussed and there
were thirty excerpts of data only, one of interpretation and six of both
data and interpretation.
Data regarding physical potential were classified as follows:
twelve Instances of size (including height and structure), e. g., "This is
a . . . veteran of small slender build;" ten of degree of disability -
e. "seventy per cent disability for fractured ribs, vericose veins
and nerves," and "The patient is permanently and totally disabled . . . .;"
six of bodily resilience or resistance - e. g., "Apparently the wound is
not healing as it should;" five of hair and complexion: This ruddy-faced,
gray-haired, stocky built . . . man;" one of visual perception - e. g..
"Since patient is color blind, he does not know how it looked;" and one of
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life expectancy - e. g., . . . it is doubtful that patient has a life
expectance of more than perhaps a year."
Physiological functioning.—This variable included incidences in
nineteen of the twenty cases studied, and a selection of forty excerpts.
Twenty-eight were secured by the social worker, five by the doctor, six
by the agency's admission clerk, and one by the psychiatrist. Twelve,
excerpts were located in the face sheet, and twenty-eight were taken from
the narratives of the following sources: the doctor - nineteen, social
worker - fourteen, psychiatrist - four, measurement - three, and adjudi¬
cation officer - one. The number of sources for ten cases were one, of
seven cases - two and of two cases - three. Six of the excerpts were
taken during admission, eight during the Social Service's Intake process
and twenty-six are unknown as to stage in the agency's contact. In all
of the forty excerpts, the patient was discussed. Data covered thirty of
these, and nine of both data and interpretation were evidenced.
For the most part, information regarding physiological functioning
was classified according to admitting and established diagnoses - (noso¬
logy) . Often the admitting diagnosis was also the established diagnosis.
Also there were combination and multiple diagnoses. In all of the cases,
there seemed to be variations with only one exact duplication which was
Chronic Organic Brain Syndrome. It was listed four times in the twenty
cases.
Identifiable patterns developed for reacting to stress and restor¬
ing dynamic equilibrium.--Of the twenty cases, sixteen incidences of data
were obtained. For the thirty-six excerpts, twenty were secured by the
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social worker and sixteen by the psychiatrist. Thirty-two excerpts came
from the narratives and four from the face sheet. The psychiatrist was
the source of data In nineteen Instances, the social worker In fifteen,
and the patient In two. From eleven records. Information was obtained
by one source, and from five records, by two sources. The time factor
Is unknown for thirty-five excerpts and one was taken during Intake Inter¬
view. All thirty-six excerpts discussed the patient. There were nineteen
excerpts of data, sixteen of both data and Interpretation and one of
Interpretation only.
The data regarding this factor were classified as to adaptive
patterns explicitly In eighteen Instances - e. g., "It Is quite obvious
that throughout his life he has been Incapable of tolerating stress and
strain and resorted to alcohol In order to contain anxiety," and though
more were Implied there were only two Items specifically concerning the
use of defense mechanisms - e. g,, " . . . conversion hysteria, manifest¬
ed by passing out episodes . . ,
Internal organization of the personality.--Eleven Incidences of
data and nineteen excerpts were deduced from this variable. Ten excerpts
were obtained by the social worker and nine by the psychiatrist. All of
these excerpts were taken from the narratives of the following sources:
observations of the social worker - ten, of the psychiatrist - nine, and
measurement - one. Ten excerpts were selected from one source and one
from two sources. The stage in contact was unknown In all Instances.
The patient was discussed in all excerpts. Data only was obtained in
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seven excerpts, interpretation in eight, and both data and interpretation
in four excerpts.
In relation to the fimction of the psyche of the twenty patients
under consideration, the researcher found the classification of seven
diagnoses: - e. g., . . schizophrenia reaction in remission," or
"Personality disorder: Chronic Sociopathic personality tjrpe;" six of
the ego structure - e. g., "This patient was obviously reacting to the
impulses from the external world which he could not comprehend nor in¬
tegrate into his personality;" flexibility e. g.,"While he is coopera¬
tive and mild mannered, he is quite belligerent and explosive on the ward;"
rigidity - e. g., "He is a tense person . . . .;" and harmoniously inte¬
grated personality: "One is somewhat impressed by his calm and . . . lack
acting out , . .
Degree of maturity.--Data for this variable was obtained in six¬
teen of the twenty cases with a total of twenty-five excerpts. Twenty-
three were obtained by the social worker and two by the psychiatrist. All
excerpts came from the narrative portion of the record. This data were
obtained in twenty-one excerpts from the social worker, from the doctor -
once, and in two instances from the psychiatrist and once from the patient.
Of these cases, fifteen contained information from one source, and one
case with excerpts from two sources. In all Instances, the patient was
the person discussed, but the stages of contact were unknown. Data only
were obtained from eight excerpts, two of interpretation and fifteen of
both data and interpretation.
With respect to the veteran's degree of maturity, classification
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lent itself to two components: maturity in five instances - e. g., ” . . .
yet did not seem to present any more of a problem in this area than most
senile geriatric patients . . . and fourteen of immaturity - e. g.,
'*He has a long history of immature and impulsive behavior.”
Self-image (concept of self).--Information was found in thirteen
of the twenty records and included twenty-three excerpts. All data were
obtained by the social worker, and all located in the narratives. Sources
of data were twelve excerpts from the client, one given by his wife and
ten from the social worker. Of the twenty cases, eleven revealed infor¬
mation from one source, and two from two sources. In only one instance
was the information recorded during the intake process and for the remain¬
ing twenty-two excerpts, the time as to agency's contact was unknown. The
patient in all instances was the person discussed in the data which includ¬
ed eight excerpts of data only, five of interpretation and ten of both
data and interpretation.
Noted were five indications as to whether or not the patient's self-
image classified him as one with high self-esteem - e. g., "I am satis¬
fied with me the way I am," or low self-esteem - nine instances - e. g.,
'*He frequently referred to himself as being 'mean or ornery.'"
Patterns of interpersonal relationship.—Thirteen out of twenty
cases evidenced data with a collection of twenty-four excerpts. All ex-
cerpta were recorded by the social worker, with twenty-three excerpts taken
directly from the narratives and one from a letter. Sources of information:
nineteen excerpts from the social worker, three from the patient, one from
his wife, and one from his attorney. The breadth of data in eight cases
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was one source, and in five cases - two sources. The time element as to
agency's contact for all excerpts was unknown; however, the patient was
discussed at all times. There were ten excerpts with data only, three
of interpretation, and eleven with both data and interpretation.
Exanqples were listed which indicated the patient's ability to re¬
late well - e. g., "Mrs. G. states that her husband has always been very
friendly with people;" eight instances indicated that the patient
related poorly - e. g., "One of the crucial areas, of course, is his in¬
ability to relate easily and comfortably to other people," and three
indicated the relationship was considered to be on a superficial level -
e. g., "It would seem that he related to his peers on a comparatively
temporal and superficial level."
Internalization of culturally derived beliefs, values, norms.
activity-patterns, and the feelings appropriate for each.--Data were
found in only three cases under this variable with a total of four ex¬
cerpts. All excerpts were obtained by the social worker and all were
found in the narrative. The source of these excerpts included two from
the patient and two from the social worker. In each case, the breadth
of data was one source. The stage in agency contact was unknown. The
person discussed in each excerpt was the patient, and there was one ex¬
cerpt with datum only, and three with data and interpretation.
Two excerpts spoke of the patient's belief in God - e. g., "He also
expressed the hope that with the grace of God, his remaining vision will
be saved;" and two with respect to norms: "He has a great need to assert
his independence."
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Other information on personality factors,—Data were obtained in
all twenty cases, and forty-one excerpts were used. Of this total,
forty excerpts were obtained by the admission clerk, and found on the
face sheet, and one was obtained by the social worker and taken from her
narrative. The client was the source of information for twenty-one items
and the admission clerk for twenty - namely, the sex of the patient.
Thus the data in all instances came from two sources. Forty ,excerpts
were recorded during admission and one was unknown as to the assessment
process. In all instances, the person discussed was the patient, and all
were data only.
Content in all cases consisted of identifying information, such
as ”sex” (which were all males) and "date of birth." For reasons of
brevity, the age ranges only will be given here: one patient was be¬
tween the ages of twenty through twenty-nine, three patients between
thirty through thirty-nine, six patients from forty through forty-nine,
three patients from fifty through fifty-nine, five patients from sixty
through sixty-nine, one patient from seventy through seventy-nine and one
patient between eighty and eighty-nine.
Socio-Cultural Factors
No data were obtained for the items. Beliefs, Values, Activity-
patterns, and Political Groups.
Family.—Data were obtained from all twenty records and seventy-
seven excerpts used. The admission clerk recorded forty-eight of these
excerpts on the face sheet; the social worker recorded twenty-nine, taken
from her narrative. The client was the source of information in sixty
35
Instances, and the social worker in seventeen. In eight cases, there was
one source of data and in twelve there were two sources. Stage in agency
contact: during the time of admission to the Center, forty-eight and un¬
known - twenty-nine. The patient was the person discussed in forty-
four Instances, the wife in eleven, children in sixteen, siblings in
three and parents in three. Data only were recorded for sixty-eight ex¬
cerpts , interpretation for two and both data and interpretation for
seven.
All of the data revealed further identifying information, such as
maritul status, members of the nuclear family - age of spouse, age of
dependent children, other dependents and also relationship with fani<lv -
e. g., " . . . veteran's only living relatives are a step-mother and step¬
sister. He never visits the step-mother as he does not get along with
her."
Education.--From a total of nine excerpts, incidence of data were
found in eight records, with no data in twelve records. The information
obtained by the agency's social worker contained seven excerpts, the
psychologist - one, and a social worker in another agency - one. The
location of data: face sheet - one excerpt, narrative - seven excerpts
and a letter from another agency - one excerpt. In four Instances, the
client was the source of information, and the social worker was responsible
for five. All of the Information came from one source, and twelve cases
did not apply to this variable. The stage in agency contact is unknown.
Data were obtained for eight excerpts and data and interpretation for one.
The material was classified according to grade levels and special
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training - e. g., "He had a seventh grade education and claims to have
had nine months in some type of business training."
Peer igroups.—Incidence of data and assessment made in the cases
were four each; sixteen cases did not contain data relative to this cate¬
gory. Two incidences were secured by the social worker, one by the
psychiatrist, and one by the psychologist. One excerpt was located in
the face sheet and three in the narratives. The patient was the source
for two Instances of data, the social worker - one, and the psychiatrist
one. The breadth of data in all four cases was one. Stage in agency
contact was unknown. The person discussed was the client with two items
of data only, one of interpretation and one of both data and interpre¬
tation.
The material was classified as to membership - e. g., "clubs,
veteran groups, etc.: 'none'" and activities: "He consistently cited
examples of gang activities with boys and his thought that they were
general 'hooligans' of the neighborhood."
Ethnic groups.--The social worker, in her narrative, obtained the
sixteen excerpts that were taken from the fifteen cases. In five cases
no data were found. The social worker was also the source of all the
data, making the breadth of data - one. The patient was discussed in all
excerpts with fourteen taken during the Intake process and two unknown
as to time of contact. All information Included data only.
The classification according to race yielded twelve veterans that
were white. and three that were Negro.
Class.--In three cases and with a total of three excerpts, data
were obtained; two from the agency's social worker and one from another
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agency's social worker. The three excerpts were found in the narrative.
The patient was the source of data in two instances and the social work¬
er in one. All information came from one source. Evidences as to time
of contact is unknown. The patient was the only person discussed with
data numbering two and both datiom and interpretation - one.
In all instances, the classification was according to economic
status - e. g., "The family was average middle class."
Territorial groups.—There were fifty-seven excerpts from twenty
records gained for this item, with the admission clerk securing forty-
two of them and the social worker - fifteen. All forty-two excerpts
from the admission clerk were taken from the face card, and fifteen from
the narratives of the social worker. The patient furnished information
in fifty-two instances, and the social worker in five instances. Sources
of information yielded fifteen from one source, and five from two sources.
Forty-six excerpts were taken during admission, and eleven were unknown as
to time of agency contact. The patient was discussed in the fifty-seven
excerpts, with data for fifty-six and datvm and interpretation for one
excerpt.
Classification of additional identifying infomation: including
place of birth, and permanent place of residence were noted in all instances,
in addition a significant factor, important with respect to treatment re¬
sources is time in the community. This question was also asked of each
veteran during admission.
Economic groups.—Twenty incidences and twenty-eight excerpts were
secured. The total excerpts secured by the social worker were twenty-one.
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by the psychologist - one, and six by the admission clerk. Eight were
taken from the face card and twenty from the narrative. The patient
supplied the information for nineteen excerpts, the social worker for
eight and the admission clerk for one. In eighteen cases, the breadth
of data was one source and in two cases, two sources. The information
was secured as follows: Though this factor was included on all face
cards, excerpts were taken during admission in eleven instances, during
the intake process in six instances, and the time of contact for eleven
excerpts was unknown. The person discussed in all instances was the
patient and data were all.
Classification for this item included only occupations of the
veterans.
Religion.--This category was also an assessment item secured dur¬
ing admission, and out of the twenty-two excerpts, with all cases yield¬
ing data, the admission clerk secured eighteen and the social worker four.
The eighteen excerpts were found on the face card and taken during the
admitting stage of contact. The social worker's excerpts were found in
the narratives and it was unknown as to when the information was taken.
The client was the source of information for twenty-one cases and the
social worker for one case. There were nineteen cases with information
of one source and one with two sources. The person discussed was the
patient which included twenty-one instances of data only, and one of
interpretation.
This information was classified according to religious sects which
showed that there were eighteen Protestants, one Catholic and one Greek
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Orthodox.
Other Information on socio-cultural factors.—Information was
found for all twenty cases and a total of 101 excerpts were extracted.
The admission clerk obtained the information for 100 excerpts and the
social worker - one. One hundred excerpts were taken from the £aee
card and one from the narrative. Personal documents contained infor¬
mation of one hundred excerpts and the social worker's impression - one.
In nineteen cases, the breadth of data was one source, and in one case
the breadth of data was two sources. One hundred excerpts of data were
taken during admission, and in one instance this information was un¬
known. The person discussed was the patient and all were data.
All of the information pertinent to this factor pertained to the
patient's eligibility status - i. e., in which war he served, in what
branch of military service, the latest period in services, indication as
to whether his disability was service connected or non-service connected;
if so, the percent of disability and the amount of pension granted, if
applicable. Since this information was sought in all cases, suffice it
here to list only the wars, to support other portions of this thesis and
also because priority is given to the Spanish American War veteran as
well as those veterans with service connected disabilities. One veteran
served in the Spanish American War, six in World War I, twelve in World
War II and one during the Korean War.
Assessment information not included in schedule.--Information was
obtained from eighteen of the twenty cases, and a total of forty-three
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excerpts selected. The admission clerk secured data in thirty instances
and the social worker in thirteen. Forty-two excerpts were taken from
the face card and one from the narrative. The admission clerk was the
source of data in twenty-five instances and the social worker in eighteen.
There was one source of data in four cases, and two sources of data in
fourteen cases. The information was secured in twenty-five instances
during admission and eighteen during intake process. The person dis¬
cussed in all instances was the patient, and all items included data
only.
Assessment information not included in the schedule was related
primarily to administrative factors. However, other pertinent assess¬
ment information was evidenced, such as date of admission to the Center,
the ward to which the veteran was assigned - which factor categorized
his illness - and the source of referral to the Social Work Services.











Intellectual Potentials 16 4 20 39
Basic Thrust 17 3 20 30
Physical Potentials 20 20 37
Physiological Functioning 19 1 20 40
Identifiable Patterns, etc. 16 4 20 36
Internal Organization 11 9 20 19
Degree of Maturity 16 4 20 25
Self-Image 13 7 20 23
Patterns of Interpersonal
Relationship 13 7 20 24
Internalization of Culturally
Derived Beliefs 3 17 20 4
Other Information 20 20 41
Sub Total
SOCIO-CULTURAL FACTORS
164 56 (220) 318
Beliefs 20 20
Values 20 20
Activity Patterns 20 20
Family 20 20 77
Education 8 12 20 9
Peer Groups 4 16 20 4
Ethnic Groups 15 5 20 16
Class 3 17 20 3
Territorial Groups 20 20 57
Political Groups 20 20
Economic Groups 20 20 28
Religion 20 20 22
Other Information 20 20 101
Sub Total 130 130 (260) 317
Assessment Information not Included
in the Schedule 18 2 20 I 43























Intellectual Potentials 39 26 11 1 1
Basic Thrust 30 30
Physical Potentials 37 34 1 1 1
Physiological Functioning 40 28 5 1 6
Identifiable Patterns, etc. 36 20 16
Internal Organization 19 10 9
Degree of Maturity 25 23 2
Self-Image 23 23
Patterns of Interpersonal Relation¬
ship 24 24
Internalization of Culturally De¬
rived Beliefs 4 4
Other Information 41 1 40
Sub Total
SOCIO-CULTURAL FACTORS




Family 77 29 48
Education 9 7 1 1
Peer Groups 4 2 1 1
Ethnic Groups 16 16
Class 3 2 1
Territorial Groups 57 15 42
Political Groups
Economic Groups 28 21 1 6
Religion 22 4 18
Other Information 101 1 100
Sub Total 317 97 1 3 214 2
Assessment Information not Included in
the Schedule 43 13 30



















Incidence of data.—Data on Personality Factors were obtained
for approximately eighty per cent of the cases studied and two excerpts
per category were extracted. Data on Socio-Cultural Factors were ob¬
tained for precisely one-half of the cases studied with approximately
two and one-half excerpts per category.
Under Personality Factors, understandable in this predominant
medical setting is the great concern shown for physical potentials and
physiological functioning, as well as identifying information relative
to sex and age. Though the sanqjle seemed rather heavily laden with
psychiatric cases - four with diagnosis of chronic organic brain syndrome -
the item of intellectual potential is ordinarily a major factor of the
Agency's method of assessment, which item was among the next highest in
concern. This is true in the light of the Agency's being of an authori¬
tative nature and having a need to delegate monetary responsibilities
to a competent person. Other factors equivalent in concern with intellectu¬
al potentials were basic thrust and identifiable patterns for reacting to
stress. Self-image, a factor which is theoretically considered very im¬
portant in the assessment of social functioning, however, was given only
average consideration. The category of internalization of culturally
derived beliefs were the least in consideration of the personality factors
of this sample study.
Under Socio-Cultural Factors - beliefs, values, activity patterns
and political groups were not considered at all; the veteran's education,
peer groups and social class only slightly; ethnic groups were shown
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in three-fourths of the cases studied - although the knowledge of the
veteran's ethnic group had no bearing on the type of service rendered
by the Agency, in many instances it was important with respect to the
use of community resources; and in all Instances, great concern was
shown for the veteran's family, territorial groups, economic groups,
religion and military services.
Other assessment factors not included in the schedule which
are very iiqjortant are the data and source of referral, as well as the
wards to which the patient was assigned; the latter in itself generali¬
zed his physical, mental or social diagnosis.
Origin of data.--It Is evident from studying this table that the
social worker secured seventy per cent of the data on Personality Factors,
and one-half for the entire study. This is understandable since the
excerpts were taken primarily from records of Social Work Services.
Also to be noted was the leading role the Admission Clerk played in
the assessment, particularly with respect to Socio-Cultural Factors,
yielding a forty-three per cent coverage for the entire study. It should
be clarified that in many instances, especially for the items intellectu¬
al potential and physiological functioning, the information was original¬
ly secured by either the physician, psychiatrist or psychologist. How¬
ever, if the social worker in her narrative repeated this information
her excerpts were used and she is credited with having secured it from
the different disciplines, which might again explain her leading role
in securing information. Otherwise, excerpts were taken from the
summaries provided by these disciplines which became data included in
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Assessment Information not Includ¬









Per 'D M s.w. Adm Doc Psy Ajg
PERSONALITY FACTORS *1 2 3 4 5 6 7 8 9
Intellectual Potentials 39 1 a 21 2 12 1
Basic Thrust 30 9 2 19
Physical Potential 37 2 1 26 7 1
Physiological Functioning 40 3 13 19 4 1
Identifiable Patterns, etc. 36 2 15 19
Internal Organization 19 10 9
Degree of Maturity 25 1 21 1 2
Self-Image 23 12 1 10
Pat. of Interp. Relationship 24 3 1 19 1
Internln. of Cul. Der. Beliefs 4 2 2
Other Information 41 21 20





Family 77 60 17
Education 9 4 5
Peer Groups 4 2 1 1
Ethnic Groups 16 16
Class 3 2 1
Territorial Groups 57 52 5
Political Groups
Economic Groups 28 19 8 1
Religion 22 21 1
Other Information 101 100 1
Sub Total 317 160 100 55 1
Assessment Information not In¬
cluded in Schedule 43 18 25















Location of data.—In line with the observations made in Table I
the majority of excerpts on Personality Factors were taken from the
narratives (seventy per cent) mostly of the social worker; and, like¬
wise, the face card was the point of location for the majority of data
on Socio-Cultural factors secured by the Admission Clerk (seventy per
cent. A few excerpts were taken from the face sheets of the psycholo¬
gist. For the entire study, the location of data were found in the
narrative in about fifty-three per cent of the instances and the face
card for about forty-six per cent.
It should be noted that in practically all cases, the diagnosis,
whether physical or mental, was shown on the face card. However,
priority was given to the narrative of the social worker, and if data
were obtained from the latter source it was not taken again.
It is interesting to note that more information relative to the
patient's family was found on the face card; this was also true of
territorial groups, religion, and identifying information, such as age
and sex.
Source of data.--The patient was found to supply approximately
one-third of the information about himself (more regarding socio¬
cultural factors than personality factors; his family members contribu
ted less than one per cent information about him; the social worker
approximately one-third of the data; other disciplines, one-sixth, and
















Intellectual Potentials 16 9 6 1
Basic Thrust 17 15 2
Physical Potentials 20 13 7
Physiological Functioning 19 10 7 2
Identifiable Patterns, etc. 16 11 5
Internal Organization 11 10 1
Degree of Maturity 16 15 1
Self-Image 13 11 2
Patterns of Interpersonal Relation¬
ship 13 8 5
Internalization of Culturally
Derived Beliefs 3 3
Other Information 20 8 12





Family 20 8 12
Education 8 8
Peer Groups 4 4
Ethnic Groups 15 15
Class 3 3
Territorial Groups 20 15 5
Political Groups
Economic Groups 20 18 2
Religion 20 19 1
Other Information 20 19 1
Sub Total 130 109 21
Assessment Information not Includ¬
ed in the Schedule 18 4 14
Total 312 226 83 3
TABLE 6








Intellectual Potentials 39 39
Basic Thrust 30 30
Physical Potentials 37 2 35
Physiological Functioning 40 14 26
Identifiable Patterns, etc. 36 1 35
Internal Organization 19 19
Degree of Maturity 25 25




Derived Beliefs 4 4
Other Information 41 40 1





Family 77 48 29
Education 9 9
Peer Groups 4 1 3
Ethnic Groups 16 14 2
Class 3 3
Territorial Groups 57 46 11
Political Groups
Economic Groups 28 11 6 11
Religion 22 18 4
Other Information 101 100 1
Sub Total 317 205 39 73
Assessment Information not Includ¬
ed in the Schedule 43 43
















Patterns of Interpersonal Relationship








































Assessment Information not Included in the
Schedule
317 284 11 16 3 3
43 43
Total 678 602 11 16 3 3
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TABLE 8




Intellectual Potentials 39 21 8 10
Basic Thrust 30 11 4 15
Physical Potentials 37 30 1 6
Physiological Functioning 40 31 9
Identifiable Patterns, etc. 36 19 1 16
Internal Organization 19 7 8 4
Degree of Maturity 25 8 2 IS
Self-Image 23 8 5 10
Patterns of Interpersonal
Relationship 24 10 3 11
Internalization of Culturally
Derived Beliefs 4 1 3
Other Information 41 41





Family 77 68 2 7
Education 9 8 1
Peer Groups 4 2 1 1
Ethnic Groups 16 16
Class 3 2 1
Territorial Groups 57 56 1
Political Groups
Economic Groups 28 28
Religion 22 21 1
Other Information 101 101
Sub Total 317 302 5 10
Assessment Information not Includ¬
ed in the Schedule 43 43
Total 678 532 37 109
52.
Breadth of data.--About two-thirds of the excerpts were secured
from one source and approximately one-third from two sources, with a-
bout one per cent data from three sources in this particular saiq>le
study.
Stage in agency contact.—For approximately one-half of the data
collected, the stage in Agency contact was unknown as this was not con¬
sidered a factor at the time of gathering the data. Approximately two-
kixths of the data were taken during admission to the Center and approxi¬
mately one-sixth were knowingly taken during the social worker's Intake
process.
Person discussed.—The veteran was the person discussed in approxi¬
mately ninety-five per cent of the excerpts with a five per cent dis¬
cussion of his family members .
Data or interpretation.--Data only was secured for eighty per cent
of the excerpts. Interpretation, for five per cent, and both data and
interpretation for the remaining fifteen per cent.
CHAPTER IV
SUMMARY AND CONCLUSION
The goal of social work is the enhancement of social functioning
wherever the need for such enhancement is either socially or individual¬
ly perceived. Following is a more explicit definition by Werner W.
Boehm: ^
Social work seeks to enhance the social functioning
of individuals, singly and in groups, by activities focused
upon their social relationships which constitute the inter¬
action between man and his environment. These activities
can be grouped into three functions: restoration of Impaired
capacity, provision of individual and social resources, and
prevention of social dysfunction.^
The patterns, directions, quality and outcomes of man's social relation¬
ship (social Interaction) in the performance of his various roles (social
3
functioning) become the professional concern of social work.
The central responsibility of any profession is to maintain and
promote in all possible ways the effectiveness of its service to society.
The profession of social work has recognized this truth as a challenge
to lessen the gap between theory and practice. The major obstacle to
movement in the practice area seems to be lack of any comprehensive
4
conceptual scheme by which practice could be analyzed. It is believed
1
Werner W. Boehm, "The Nature of Social Work," Social Work. Vol. 3,





Harriett M. Bartlett, "Toward Clarification and Improvement of
Social Case Work Practice," Social Work. Vol. 3, No. 2 (April, 1958), p. 3.
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that if a worker has at her command an organized and systematic way of
thinking and doing, she is free to use herself in a creative way for the
patient's benefit (treatment). A systematic scheme of conceptualization
releases the worker to exercise empathy, sensitivity, to admit her feelings
and to take in the flavor and the uniqueness of the patient and his situ¬
ation.^
In an effort to make a contribution toward lessening the gap between
theory and practice in the profession of social work, and more specifically,
toward diminishing the obstacle to movement into the practice area, faculty
members of the Atlanta University School of Social Work, as a beginning
phase of a long-term research plan, devised a concepttxal scheme. This
conceptual scheme encompassed theoretical knowledge of human development
and behavior characterized by emphasis on the wholeness of the individual
and the reciprocal influences of man and his total environment, i. e.,
personality and socio-cultural factors, and was entitled: "Assessment of
Social Functioning: Tentative Model-."
The purpose of this study was to test the model for the assessment of
social functioning of the Social Work Services at Veterans Administration
Center, Dayton, Ohio, to determine its application to this setting, and to
ascertain the correlation between the model and the agency's method of
assessment.
The major assumption of the study was that the agency’s records
Bernece K. Simon, "Ego Assessment," Relationship Between Theory and
Practice in Social Casework. Monograph IV in the series "Social Work
Practice in Medical Care and Rehabilitation Settings" (New York, 1960) ,
p. 44.
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contained the agency's procedure in its assessment method. To provide
for its current method of procedure, the Social Work Service records
from June 1, 1960, to May 31, 1961, were studied in addition to clinical
records as well as personal interviews with key personnel.
Based upon the findings in the foregoing analysis, it is obvious that
the conceptual scheme devised by faculty members of Atlanta University
corresponds to a great extent with the agency's method of assessment. More
data were obtained on Personality Factors than on Socio-Cultural Factors,
i. e., out of a possible 220 instances of data on personality factors, ex¬
cerpts were secured in 164 instances, representing eighty per cent collection
of data on personality factors. For socio-cultural factors, out of a
possible 260 instances, excerpts were secured for 130 or precisely one-
half of the instances.
It was also discovered that the Social Work Service was an integrated
unit of the total medical and rehabilitation program, with eiiq)hasis on the
team approach in its method of assessment, and that, to a large extent, the
use of non-professionals (admission clerks) was of great advantage in diminish¬
ing the social worker’s responsibility in collecting this type of data. How¬
ever, although a considerable amount of information was taken on socio¬
cultural factors, e. g., the family, territorial groups, etc., it was
seemingly used primarily for administrative purposes and not for the assess¬
ment of social functioning. Although the model designed by the faculty
lent itself most readily to the assessment of individtaal social function¬
ing, there was emphasis upon the importance of the interactional process
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of the family and other socio-cultural factors upon the individual, as
well as his effects upon them. In spite of the fact that explicit emphasis
on how the individual acted upon his environment was prevalent, there was
vagueness as to the social worker's use of the information on socio¬
cultural factors. For instance, there was evidence of continuous re¬
admissions to either the hospital or the domiciliaries, without indication
as to what factors in the socio-cultural background were causative. This
seemed especially important with the younger patient who did not have the
aged's problem of not being a wanted responsibility by family members. If
this represents a true picture of the agency's use of socio-cultural infor¬
mation, a gap between practice and theory is suggested. However, it should
be noted that considering one of the limitations of this study, twenty out
of over 1800 closed records in one year might not represent a true picture
of the agency's use of socio-cultural information and, therefore, the gap
between practice and theory may be more apparent than real.
On the other hand, the assumption that all information pertaining to
social functioning is included in the Social Service records in question¬
able. With the increased emphasis on '^streamlined" recording, particular¬
ly at this agency, we cannot be sure that the records contained one hundred
per cent assessment information or whether they only contained sixty-five
per cent as revealed by the excerpts from the records. Even an interview
with key personnel would not reveal what a worker failed to record, and
the worker's memory could not be relied upon for accuracy after six months'
to a year's lapse of time.
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It is suggested that the use of a structured schedule filled in
by the agency's social worker concurrent with or, at least, at the
termination of a case, would yield a more accurate picture of the
agency's assessment practice. An inclusion of a finally adopted con¬
ceptual scheme in the agency's program should greatly enhance its




ASSESSMENT OF SOCIAL FUNCTIONING: MODEL
Personality Factors Social Functioning (role performance) Soclo-Cultural Factors
In Social Situations
A. Innate or Genetic Potential:
Characteristics at birth




2. Basic thrust, drives,
instincts, tendencies,
present or incipient





















Adequate role performance required:
1. Action consistent with system,
norms and goals
2. The necessary skills in role
tasks and interpersonal rela¬
tionships .
3. The necessary intrapersonal
organization.
4. Self and other(s) satisfac¬
tions .
A, Culture

















ASSESSMENT OF SOCIAL FUNCTIONING: MODEL—Continued
Personality Factors Social Functioning (role performance) Socio-Cultural Factors
In Social Situations









2. Integration of id,
superego, and ego
(the internal organi¬
zation of the per-




b. Capacity for growth
D. Degree of maturity (as
Judged by competence in
adequate role performance
in accord with person's
stage of development.
E. Self-Image (concept of self)
1. Self-esteem
2. Sense of identity
3. Sense of continuity
4. Sense of one's capa¬
cities
5. Sense of meaning.
ASSESSMENT OF SOCIAL FUNCTIONING; MODEL—Continued
Personality Factors Social Fxmctlonlng (role performance) Soclo-Cultural Factors
In Social Situations










G. Internalizations of cul¬
turally derived beliefs,
values, norms, activity-
patterns , and the feelings
appropriate for each.
Internalizations take
the form of attitudes.




1. Read each question carefully and follow the specific instructions
on this sheet.
2. Read the concepts and definitions on the separate sheet before
answering each question.
3. Place a check mark in the space provided for *'Yes" and "No."
Every question must be checked.
4. Use at least one excerpt from the record to substantiate your
answer for every question in which "Yes" has been checked.
5. Do not write in any other space except where provided on the
schedule. Use separate sheets for long excerpts and be sure to
identify the number of the question.
6. Include only excerpts pertinent to the question asked.
7. If whole sentences are not quoted, be sure to use three periods
(...), to indicate that it is part of a quote. Four periods
(....) are used if omissions are made at the end of a sentence.
8. Be sure to use a Number 2 pencil in filling out the schedule.
9. Write legibly.
10. Complete all items on face sheet including stating nature of
problem.
11. Do not leave any question unanswered.
12. When the schedule is completed, go back over it to be sure all
questions have a check and excerpt.





Agency Setting: Coder: Date
Name of Student Completing Schedule: Editor: Date_
Date Schedule Completed:
Dates of Duration of Case: Closed





A. Innate or Genetic Potential1.Intellectual potential2.Basic Thrust, drives, instincts:3.Physical potential:
B. Physiological Functioning:
§.• Ego Functioning (intra - psychic adjustment) :
1. Identifiable patterns for reacting to
stress and restoring dynamic equilibrium:
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2. Internal Organization of Personality
YES NOD.Degree of Maturity
E.Self-ImageF.Patterns of Interpersonal Relationships and Emotional
Expression Related TheretoG.Internalizations of Culturally Derived Beliefs, Values,





















C. Other Information on Socio-Cultural Factors
Assessment Information Not Included in Schedule
APPENDIX C
IffiriNITIONS
Intellectual Potential; Capacity to function in situations that re¬
quire the utilization of mental activity; a global capacity of an
individual to act purposefully, to think rationally and to deal
effectively with his environment; that which a properly standardized
intelligence test laeasures.
Basic thrust, drives, instincts; Tendencies, present or incipent at
birth, to respond to certain stimuli or situations; the innate
propensity to satisfy basic needs, e. g., food, shelter, love, securi¬
ty, worth, new experience.
Physical potential; Includes general physical structure, size,
skeleton and musculature; racial characteristics; bodily proportions;
teiq>erament; mood, irritability, ten5)o, energy and activity-level;
bodily resilience and resistance.
Physiological functioning; Normal and abnormal functioning according
Stage of development; continuum health-illness.
Identifiable patterns developed for reacting to stress and restoring
dynamic equilibrium, e. g., adaptive or defense mechanisms.
Internal organization of the personality; The organization of id,
super-ego and ego into a harmoniously operating whole; personality
integration, e. g., flexibility vs. rigidity of ego functioning,
capacity for growth.
Degree of maturity (as judged by competence in adequate role perform¬
ance in accord with person's physical, social, and emotional stage of
development).
Self-Tmage; (concept of self), e. g., self esteem, sense of identify,
sense of continuity, sense of one's capacities, and sense of meaning.
Patterns of interpersonal relationships and emotional expression re¬
lated thereto, e. g., acceptance, rejection, permissiveness, control,
spontaneity, flexibility, rigidity, love, hate, domination, and sub¬
mission.
Internalizations; (in the form of attitudes) of culturally derived
beliefs, values, norms, activity-patterns, and the feelings appropri¬
ate for each.
Belief; An element of cultural tradition which involves the acceptance
68
69
of any given proposition as true.
Value; The believed capacity of any object to satisfy a human desire
the judgment that society places upon certain objects, ideas, status¬
es and roles formulates the direction for choice in action.
Activity-patterns; Standardized ways of behaving, under certain
stimuli or in certain interactional situations, which are acceptable
to the group.
Family; A social group contused of parents, children, and other
relatives, in which affection and responsibility are shared.
Education; The social process directed by the sotial system toward
the realization of socially accepted values.
Peer group; A group whose members have similar characteristics as
to age, sex, etc., e. g., friendship groups, cliques, gangs.
Ethnic group; A group which is normally endogamous, membership being
based on biological or cultural characteristics.
Class; A horizontal social group organized in a stratified hierarchy
of relationships.
Territorial group; A locality group which had developed sufficient
social organization and cultural unity to be considered a regional
community.
Political group; Governmental units, e. g., courts, police, various
forms of government.
Economic group; A group concerned with the creation and distribution
of valued goods and services.
Religiovis group; A group which shares symbols, doctrines, beliefs,
attitudes, behavior patterns and systems of ideas about man, the
universe, and divine objects.
APPENDIX D
ANALYSIS OF SCHEDULE CONTENT
The following points are to be applied to each item on the schedule:
1. Incidence of Data
a. Data obtained
b. No data
2. Origin of Data (information obtained)
a. Social worker in own agency
b. Social worker in other agency
c. Other discipline in own agency; identify discipline
d. Other discipline in other agency; identify discipline;
identify kind of agency
e. Unknown
3. Location of Data in Record
a. face sheet e. summary
b. narrative record f. staffing
c. clinical record g- other (identify)
d. letter
4. Source of Data (data obtained from)
a. client
b. other person (non-professional)
c. personal document (letter, diary, etc.)
d. measurements, e. g., tests of vision, intelligence, aptitude,
personality
e. observation or impression of social worker or other
professional
5. Breadth of Data (number of sources of information)
e. g. 1 source: statement by client
2 sources: statement by client and statement by his
mother
6. Stage in Agency Contact when Information was Obtained
e. g. during intake process, early, late, etc.
7. Person Discussed in the Excerpt
e. g. client, relative
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8. Datum or Interpretation
a. Datum only, e. g., "he has fantasies."
b. Interpretation only, e. g., "he projects these feelings on
his mother."
c. Datum plus interpretation, e. g,, "he has fantasies about
being the strong man to compensate for feelings of weakness."
9. Classification of Content. This must be worked out by each
student; the following are illustrations.
e. g. Physical Potential - bodily build, features, height,
teeth, etc.
e. g. Intellectual Potential - I. Q.;
classification (e. g. mildly retarded, normal, superior);
social adjustment; cause of condition (congenital cerebral
defect).
e. g. Internal Organization of the Personality - discussion of ego
or id or superego; 2 or 3 of the above; personality
integration; flexibility - rigidity.
e. g. Self-Image - does the information describe a partial
("I'm not a good father") or a total ("I'm unworthy")
aspect of the person?
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